complex mechanisms of cardiopulmonary adaptation to extrauterine life that begin at birth with the switch from placental to pulmonary respiration. This is not to deny that signs of respiratory distress occasionally may be minimal or absent during the first week of life, but to indicate the artificiality of separation into early and delayed forms.
For example, paediatricians will be puzzled by the inclusion of such conditions as neonatal pleural effusion (chylothorax) and diaphragmatic hernia. These must be considered in the differential diagnosis of respiratory distress immediately after birth, when accurate diagnosis and immediate treatment may be life-saving. Similarly, while it is . true to say that congenital lobar emphysema usually presents in the first few months of life, it is worth pointing out that about 50 0 0 of these infants will present with respiratory distress in the first week of life, often from birth. Indeed, we are indebted to radiologists for pointing out that a clue to the diagnosis of congenital lobar emphysema is often present in the first X-ray taken shortly after birth because of unexplained respiratory distress. After the initial expansion of the lungs, fetal lung fluid may remain trapped in the affected lobe only to be replaced later with air ( (December 1977 Proceedings, pp 863-866) of radiological pulmonary problems in the new born most interesting, I was not happy about her classification of these conditions nor about some of her comments.
First, though the concept of respiratory distress in the new born proved useful for a time, it is simply a compendium of different disorders which now can mostly be separately recognized and appropriately treated. To talk about delayed respiratory distress means even less and covers an even more diverse group of disorders. Indeed, a number of the conditions included in her group of delayed respiratory distress may equally present during the first day of life, among them congenital chylothorax, pulmonary infection (pneumonia) and, in fact, most of those conditions she describes. I think that few people now would separate the Wilson-Mikity syndrome from bronchopulmonary dysplasia, which does not develop within 24 hours of birth but some time in the first weeks, and which should never be confused with meconium aspiration syndrome, although the late radiological picture in a severe instance of the latter may bear some resemblance to that in bronchopulmonary dysplasia.
Dr Sweet's description of cystic fibrosis is both misleading and disturbing, perhaps because it has been compressed into so few words. I know of no survey to suggest an incidence as high as I :600; so far I: 1600 -for which the above rate may be an error -is the highest reported, and it is likely that I: 2000 or less is nearer for Western Europe. The gloomy prognosis she gives is hardly justifiable in 1977, unless early diagnosis and good medical care are lacking; social conditions may play their part too. I would also take issue with the description of the earliest radiological changes and suggest that Dr Sweet is seeing rather late changes, perhaps because she does not get sent cases until their lungs have been infected severely. The earliest changes are those of bronchial wall thickening followed by hyperinflation and, in acute infections, patchy mottling resulting from lobular collapse and consolidation. She stresses the dual role of ophthalmogenic immunoglobulins and a fragment of the TSH molecule which has exophthalmogenic, but not thyroid-stimulating, properties. The second mechanism involves the deposition of immune complexes in the orbit, possibly in response to thyroglobulin deposited on the extraocular muscle memo branes. Pioneering work in this field has been carried out by Winand and his colleagues in Liege and Washington, and by Kriss in California. Further studies by other groups are awaited with interest.
Dr Lawton reviewed the investigation of dysthyroid eye disease. In the presence of altered thyroid function either clinically or biochemically there is usually little problem in diagnosis. However, the group of patients with ophthalmic Graves' disease can pose major diagnostic difficulties. The thyrotrophin-releasing hormone (TRH) test may be abnormal in some of these patients, but in general a complete screen of thyroid tests is required, including the T3 suppression test, measurement of thyroid-stimulating antibodies, serum T3 and serum T4. The use of EMI and ultrasound scans of the orbit may be helpful, particularly in patients with unilateral proptosis in whom an orbital tumour must be excluded.
Mr Peter Fells provides useful information on the surgical management of Graves' ophthalmopathy, reviewing his considerable experience of transantral orbital decompression in patients with congestive ophthalmopathy. Orbital decompression may be avoided in some patients by highdose corticosteroid therapy, e.g. dexamethasone 20 mg daily, though this dose regime must be brief in view of the inevitable side effects.
Despite the considerable advances in recent knowledge in the field there are many unanswered problems, and fully effective therapy and prevention of the ocular manifestations of Graves' disease is likely to wait on further studies which might illuminate the fundamental immunological defect of this fascinating disease. RHALL 
November 1977
The pelvic ureter
From Mr Michael Brudenell King's College Hospital, London SE5
Dear Sir, I am most grateful to Dr Skinner (November 1977 Proceedings, pp 827-828) for his valuable suggestions on how to identify the ureter during abdominal hysterectomy. However, I believe that he underestimates the difficulty in visualizing the ureter and, to a lesser extent, in palpating it at the place where it is most likely to be damaged as it runs deep to the uterine artery and into the bladder. Visualization of the ureter at this point certainly involves dissection and consequent bleeding, whilst palpation by itself is not accurate enough in most cases to enable clamps to be placed with confidence.
The majority of experienced pelvic surgeons whom I consulted before presenting my paper (March 1977 Proceedings, pp 188-190) said that they do not take steps to identify the ureter at this site during the course of an uncomplicated abdominal hysterectomy, but rely -as I do on the careful downward displacement of the bladder to avoid ureteric damage. I believe that by doing this and by placing the transverse cervical clamp with one blade of the clamp in the opened vagina, the risk of damage to the ureter at this site is virtually eliminated. Confrontation examination of the visual field is an extremely coarse, inaccurate method of examination. It is obviously of much value if a field defect is detected, but if the confrontation examination detects no defect, this by no means rules out the presence of visual fielddefects but is grossly misleading both to the doctor and to the patient. Therefore, ifany disease causing visual field defects is suspected, sophisticated investigation of the visual field at the first point of referral is mandatory and not, as Mr Schurr says 'No neurologist or neurosurgeon would disagree with the need to do the most careful field examination possible once a defect has been discovered'.
'Inadequate' perimetry, as Mr Schurr points out, is never acceptable and confrontation perimetry can only be categorized as inadequate. Yours sincerely A I FRIEDMANN 6 December 1977 Evolution, environment and cancer (November 1977 Proceedings, 70, 753) From Dr D Brennig James Marlow, Buckinghamshire Dear Sir, The practice of medicine is concerned predominantly with the diagnosis and treatment of disease, and in the circumstances it is remarkable how vague is our definition of disease. One useful hypothesis is the proposition that all diseases commence as a single event affecting a single cell. There is experimental support for this view in that cancers are commonly clones and infections are commonly pure cultures. There is statistical support in that if the temporal incidence of influenza is about I 00 (i.e. the average person is ill from the
